THE FURNISHING OF THIS FORM IS FOR 
THE CONVENIENCE OF THE SUBSCRIBER 
AND IS NOT AN ACKNOWLEDGEMENT OF 
.LIABILITY OR WAIVER OF ANY RIGHT . 



CONFIDENTIAL 

(When Filled In) 



GOVERNMENT EMPLOYEES HEALTH ASSOCIATION CLAIM 



SUBSCRIBER'S CLAIM AND CERTIFICATION 



2. NAME (I 



5. DATE INJURED OR BEGINNING OF SICKNESS 

7 June 1965 E“ 

T INDICATE NATURE OF INJURY OR SICKNESS 

Anemia . arthritis, low blood pressure 



7. REASON FOR DIAGNOSTIC TESTS (X-ray*. UEorntory testa, etc.) 

To find t he source of the troubles, 




AN injury, state when, where and HOW IT OCCURRED (Sfate whathwr sickness or 



9. ARE YOU OR ANY MEMBER OF YOUR FAMILY COVERED UNDER ANY PLAN OR PLANS OTHER THAN GEHA FOR WHICH PAYROLL DEDUCTIONS 
ARE Made, or FOR which an employer makes A CONTRIBUTION IN WHOLE OR IN Part. OR UNDER FEOERAL, STATE. OR OTHER 
GOVERNMENTAL PROGRAM WHICH PROVIDES BENEFITS FOR THIS ILLNESS OR ACCIOENTl QyeS fl NO 

To"! IF YES. GIVE NAME AND ADDRESS OF INSURANCE COMPANY OR OTHER ORGANIZATION PROVIDING SUCH COVERAGE AND AMOUNT THE 
OTHER INSURANCE COMPANY HAS PAID OR WILL PAY ON THIS CLAIM. 



I 12. I CERTIFY THAT THE ABOVE STATEMENTS ARE TRUE 



24 December 1965 











ROOM NO. BUILDING 







CONFIDENTIAL 



GSOUP I 

EickxUd f>o» ovt»i«oiL 
<to«f>grodtr>$ ond d*c!wv»ll<otH 



DECLASS I F I ED AND REL E ASED BY 
CENTRAL INTELLIGENCE AGENCY 
SOURCESMETHOOSEXEMPT ION 3B2B 
NAZ I WAR CR I MES 01 SCLOSURE ACT 
BATE 2006 











MEDICAL EXPENSE RECORD FOR SUBMISSION OF CLAIM 

f Mo/or Ataftcof Only) 



name op person for WHOM expenses were inourreo 

Mario K. GI OKPABO (?) , . 

NAME OF INSURED 

, osune 



relationship 



DATE OF BIRTH 



13 Sept 190k 



IMPORTANT - AN ITEMIZED BILL OR RECEIPT MUST BE ATTACHED TO THIS FORM FOR EACH ITEM OF EX- . . 
PENSE FOR WHICH CLAIM IS MADE. All bills or receipts should include (1) name of, patient, (2) the nature of illness 
or injury, (3) typo of service, (4) description of surgery performed, (5) dote(s) service was rendered, (6) amount charge^, 
ond (7), if drugs/ the prescription number and pharmacy. 



NATURE OF ILLNESS. 



TYPE SERVICE & BY WHOM GIVEN 



Dora Chorgos. Incurrod 



I TOTAL 
CHARGE 



See C-IORD 



ed account 



A SEPARATE FORM MUST BE SUBMITTED FOR EACH PERSON COVERED 


GRAND \ 
TOTAL 




i . 









**s Hospital *xtra»,all togstbsr $ 132.15. 











